Executive, MerseysideŜ UMMARY A random sample of 170 patients (88 men) with chronic inflammatory bowel disease (75 ulcerative colitis) were first interviewed in 1978 about their employment status, problems at work, and influence of surgery. Surgery had been carried out on 120 and 53 had an ileostomy. After six years 144 (92%) ofthe 156 survivors replied to a follow up postal questionnaire. Of the initial sample, 122 (72%) were working and there were only three (1%) registered unemployed. After six years a similar proportion were working and only seven (5%) were unemployed. Continuity of employment was good with 57% in the same job. Changes in work because of health had been made by 72 patients mainly caused by bowel disease. After surgery 10% completely changed and 22% modified their work while a few had to retrain or retire. Panproctocolectomy and ileostomy resulted in more changes and longer time off work after surgery than colectomy and ileorectal anastomosis, with 35°% and 17% respectively off work after one year. Problems at work, in particular general malaise and arthritis were experienced by 34 (28%) patients. Fewer problems were experienced by patients with a stoma who also had less sickness absence than those without a stoma. Colleagues and employers were usually supportive although some patients encountered discrimination especially those with a stoma or working in the food industry. Few patients had been counselled on their work. In general employment prospects and time off work were good and employers should be encouraged to take an optimistic and supportive role. Doctors should consider that convalescence after surgery may be longer than they perceive and must provide better counselling for patients.
The objective of surgical and medical management of patients with inflammatory bowel disease are to minimise morbidity and restore the individual to good health so that they can return to work. There have been few detailed studies, however, on the impact of chronic inflammatory bowel disease and treatment on employment. Two surveys of patients with Crohn's disease and another of patients with ulcerative colitis have shown that between 65 and 90% respectively were 'working' or 'fully employed'. ' 1 Similarly the formation of an ileostomy, as part of panproctocolectomy, has been shown to be followed by resumption of work in 85 to 95% of patients but in some series housewives were included as 'employed'.A More detailed information on patients work and associated problems have not been reported. This survey examines the employment status and the associated problems particularly in respect of surgical treatment among patients with chronic inflammatory bowel disease. The longterm outcome has also been evaluated in a group of patients who were interviewed and then reviewed six years later.
Methods

PATIENTS
A random sample of patients with inflammatory bowel disease under review at the General Hospital, Birmingham, were assessed between March 1978 and April 1979, by one observer (FGE) using an interview and administered questionnaire. This group were reassessed in 1985 by postal questionnaire. The data collected in these two surveys are summarised in (Table 3) .
Results
DISTRIBUTION OF SOCIAL CLASS
There was a predominance of social class III, nonmanual (35%) but almost equal proportions of classes II, III manual, and IV (21, 18, and 16% respectively) and small numbers of class I and V (7 and 3% respectively). Social class III non-manual was more common among the patients than the West Midlands population (35 and 20% respectively) and class II manual less.common (18 and 27% respectively). The sample size is too small for meaningful comparison.
EMPLOYMENT STATUS (TABLE 4) One hundred and twenty two (72%) patients in the Changes were most marked after panproctocolectomy and ileostomy (43% altering some aspect of their work compared with 20% after colectomy and ileorectal anastomosis p<0-05 x2) ( Table 7) .
TIME OFF WORK AFTER SURGERY
Data on time off work after surgery were obtained from 87 patients who had undergone surgery more than one year before interview. Patients were absent from work from six weeks to five years (median six months) ( Figure) . Eleven patients were absent from work for more than one year and seven others never returned. Ill health was responsible for all of those who 'never returned' and three of these had led to retirement. Four of the 11 patients who had been away from work for more than a year had made a voluntary decision not to work, ill health was responsible for four others, while the remainder had reached retirement age, been advised to change work or were retraining. The most common type of ill health in these two groups of patients were arthritis and/or lumbar spondylosis in four and poor general health in five.
Patients who underwent panproctocolectomy and ileostomy tended to be off work longest and included 14 of the 18 who either had been absent for more than after major surgery for inflammatory bowel disease.
The main problems were general malaise and toilet 0--O panproctocolectomy and ileostomy (n=41);
access. The problems at work, in particular general X--X colectomy and ileorectal anastomosis (n=20); malaise, increased from 12 to 26% in the two studies. *--* resections ofsegments of bowel (n=26).
Problems at work were more common among patients without stomas. Malaise was not related to one year or never returned to work. Follow up (1985) disease activity or drug therapy and was not associfound none of the 'never returned' to be working, but ated with absence from work the previous year. four of the 11 'absent from work for more than one Special problems were experienced by those working year' were working.
on production lines, in a restricted environment (out 
Discussion
Patients in this study were selected at random from a busy specialist clinic which includes a high proportion of secondary referrals and thus many patients had undergone colectomy for extensive disease. Selection of patients from among those attending the clinic tends to include a higher proportion of symptomatic patients than would have occurred had they been drawn at random from the whole series. The number of unemployed were low in both samples (2 and 5% respectively) a finding in common with a survey from Copenhagen,3 and well below the regional average of six and 15.5% respectively.7 Fewer women were working than men perhaps because more women worked in the home, whereas the only real alternative for men was to register as unemployed. Continuity of employment was good with 57% in the same job for the same employer after six years. Similar findings have been reported for patients with Crohn's disease and for people with an ileostomy. l8 Health problems resulted in a third of patients modifying their work while a further 14% changed their work completely or took premature retirement. The changes were generally attributed to the inflammatory bowel disease itself or to the associated arthritis. Panproctocolectomy and ileostomy resulted in more work changes than colectomy and ileorectal anastomosis or resections of segments of bowel perhaps because of a genuine influence of stoma formation on employment. Prolonged absence was more common after panproctocolectomy and ileostomy than after colectomy and ileorectal anastomosis or resections of segments of bowel. This difference may partly be because of delayed healing of the perineal wound after panproctocolectomy. Watts et al4 reported incomplete healing of the perineal wound in 25% of patients six months after panproctocolectomy for ulcerative colitis and others have found similar problems in patients with Crohn's disease.9 That 50% of the surgically treated patients were still off work after one year is, however, disturbing. It was often not clear why patients who -felt well had not resumed work, a finding in common with Whates and Irving8 who thought that there might no longer be a need for patients to work just to avoid submitting to their disease. The delay may also be because of a reluctance on the part of the medical practitioner to accept responsibility for sanctioning a return to work. The morbidity and time off work after surgery, especially for panproctocolectomy must be considered when counselling patients especially for elective surgery.
Sickness absence in the initial, and follow-up surveys, was low (majority<one month) especially for stoma patients a finding in common with other reports. 210 Data from two large work studies suggest that on average men lost 12 days and women 16 days per year." 12 Although selfcertification was introduced during the follow up period this has been shown not to result in an increase of duration of sickness absence. Patient numbers in specific occupational groups or within groups of different social class were too small to enable sickness absences to be compared.
Fewer problems at work were encountered by patients with a stoma. Increasing numbers of patients with Crohn's disease but without a stoma, however, experienced problems at work over the study period. General fatigue was the most common problem but this is also a very common complaint of the general population. Toilet access can be a major problem especially for patients with outside work, restricted toilet access or reduced mobility -for example, arthritis or use of protective clothing. To overcome this problem some patients had to modify their work. Two men who had worked as coal miners had to take jobs on the surface after formation of their ileostomy. The patients' assessment of the influence of their stoma on their work was encouraging. Two-thirds considered that there had been no Only a few patients considered that they had failed to obtain promotion or been demoted as a result of possessing a stoma, a finding in common with a survey of the Ileostomy Association.8 Such cases are difficult to assess but some do seem to be unfair. Advice on employment had been received by only 10% of patients usually from their general practitioner or hospital specialist and had resulted in modifications to their work, retirement or registration as disabled. The lack of counselling and appropriate advice to these patients is surprising and doctors are at least in part to blame. This study has confirmed that patients with inflammatory bowel disease can have good job prospects. Morbidity after surgery, especially after panproctocolectomy, was greater than we expected and must be considered when planning elective surgery. The low level of both sickness absence and problems at work were marked especially for patients with a stoma. Physicians must discuss employment and return to work with the patient and counselling should be sought in difficult cases. Occupational physicians and employers must be encouraged to take a more optimistic outlook of the longterm prospects and good work record of these patients. 
